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Bilateral erector spinae plane catheters for labor
analgesia in the setting of idiopathic thrombocytopenia purpura

Neuraxial analgesia is the gold standard for labor pain relief. Current consensus recommends a platelet count >70 × 109/L for neuraxial blocks in parturients.1 We describe the use of erector spinae plane
(ESP) catheters in a patient with idiopathic thrombocytopenia purpura
(ITP).
A 28-year-old, gravida 1, para 0 woman at 39 weeks of gestation
presented for elective induction of labor due to her history of ITP.
On admission, her platelet count was 45 × 109/L. Her induction
was started with Foley bulb placement followed by an oxytocin infusion. Her cervical examination remained unchanged 10 h after starting
the oxytocin infusion. Over the next 14 h, she received a total of morphine 30 mg (15 mg intravenous and 15 mg intramuscular). She then
reported that the morphine was no longer effective, and received a
total of intravenous butorphanol 3 mg over the next 2 h with minimal
relief.
The patient agreed to bilateral ESP catheter placement for labor
analgesia. While seated, a linear high-frequency ultrasound probe
was placed in the parasagittal plane 2 cm left of midline. The T11
transverse process and the erector spinae muscles were identiﬁed.
An 18-gauge, 83 mm catheter-over-needle was advanced in plane in
the caudal to cranial direction. After negative aspiration, 0.25% bupivacaine 20 mL was incrementally injected through the needle, with
local anesthetic spread observed within the ESP. The needle was
removed and an inner catheter that extended 1.5 cm beyond the tip
of the outer catheter was placed. Additional 0.25% bupivacaine
5 mL was injected through the inner catheter to verify local anesthetic
spread within the ESP. A catheter was placed on the right side in a similar fashion. The catheters were attached via a ‘Y’ connector to a single
pump that was set to deliver a programmed intermittent bolus of 0.2%
ropivacaine 30 mL every 3 h.
The patient’s pain score decreased from 8 to 0 out of 10 after ESP
catheter placement. She had a bilateral T10-L3 sensory level to ice and
remained comfortable for approximately 6 h. The patient then noted
increased lower back pain and vaginal pressure with contractions.
Two manual boluses of 0.25% bupivacaine, 20 mL and 10 mL, respectively, were given bilaterally with moderate relief. Analgesia was supplemented with intravenous fentanyl 100 µg. One hour later the cervix
was completely dilated and a second fentanyl dose was administered.

Effective pushing for 43 min resulted in delivery of a vigorous baby
girl whose Apgar scores were 8 and 9 at 1 and 5 min, respectively.
The patient expressed appreciation for the relief from contraction pain
and indicated that for her next delivery she would like to have ESP
catheters placed earlier in labor.
Since the ESP is avascular and located outside of the central neuraxial space, ESP blocks are an alternative to neuraxial analgesia in
patients with coagulopathies. The proposed mechanism involves
blockade of both the dorsal and ventral rami to yield both visceral
and somatic analgesia.2 Cadaveric dye studies demonstrate paravertebral and epidural spread with high volume injectates.3–4
We placed the ESP catheters at the T11 level to achieve paravertebral spread from T10–L1 to provide visceral analgesia during the ﬁrst
stage of labor. Our patient remained comfortable until she approached
the second stage and experienced vaginal pressure and back pain that
was likely mediated through the sacral roots.
Vilchis-Rentería et al. described the use of ESP blocks at the L4
level for four primigravid women in spontaneous labor at advanced
cervical dilation.5 While all patients experienced reduced pain scores
after the block, analgesia was not complete. Based on prior cadaveric
studies, local anesthetic may not have spread up to T10 to provide
complete analgesia.
Another case series reported the use of ESP catheters placed at T11
in three parturients in early spontaneous labor.6 The ESP catheters
were initiated with 0.25% bupivacaine 10 mL bilaterally. These
patients did not achieve complete analgesia during the ﬁrst stage of
labor, suggesting that low volume ESP blocks do not achieve adequate
visceral analgesia.
While prior case series did not achieve analgesia in the second
stage of labor,5–6 our patient’s sacral pain was partially relieved with
a high-volume supplemental bolus. Local anesthetic may have spread
to the upper sacral roots but not the lower sacral roots.
In summary, our case demonstrates the successful use of high-volume ESP catheters placed at T11 for ﬁrst stage labor analgesia and partial second stage labor analgesia.
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